The symptoms of many asthmatic patients are poorly controlled, and there are several reasons why this may be so. Doctors fiil to find out about symptoms that asthmatic patients are experiencing. Doctors wrongly assume that regular use ofbronchodilators in small doses is satisfactory treatment for asthma and that taking high doses ofbronchodilator in an asthma attack may be dangerous. Doctors think that inhaled steroids may be dangerous and are reluctant to use them in effective doses. Doctors do not check that patients can use their inhalers properly and do not make enough use of large volume spacers, the best available method for giving inhaled asthma treatment. Doctors undermine patients' confidence in advice on treatment by failing to ensure that consistent advice is given and often make the management of asthma more troublesome for the patient than the symptoms ofasthma.
Surveys have shown that many patients with asthma remain poorly controlled even in well organised general practices that take an active interest in asthma care. Of patients surveyed in one study from Southampton, 51% were waking at night with wheeze, 49% were wheezy at least once a week, 31% had missed school or work in the previous year, and 23% were avoiding certain physical activities between attacks.' I would like to suggest some possible reasons 30%-50% of children it will be ineffective.4 It must be given at least three times daily. Its effect is rapidly lost when treatment is discontinued, and no greater effectiveness can be achieved by increasing the dose. In some cases, particularly when it is important to demonstrate the efficacy of prophylactic treatment reliably and quickly, it may be better to start with inhaled steroid and then step down to sodium cromoglycate ifpossible once control has been achieved.
The safety record of inhaled steroids at daily doses below 400 ,ug for children and 800 ,ug for adults is good. Even at higher doses clinically important side effects other than reversible oral thrush and dysphonia are rare.' Large volume spacers should be the method of choice for giving inhaled steroid at any dose. They increase the lung deposition of inhaled steroids but greatly reduce the total absorbed dose by reducing oropharyngeal deposition. 6 Recent publicity notwithstanding, inhaled beclomethasone has been prescribed for asthmatic children by paediatricians for 20 years without any significant problems with long term impairment of growth. Doctors make management ofasthma worse for patients than the symptoms Most of us prefer not to be ill, and many asthmatic patients prefer waking three times a week in the middle of the night for a puff on their inhaler (which they consider normal) to "having asthma" (which would mean that they were ill). Doctors and nurses play a large part in determining what it means for a patient to have asthma. Asthma varies enormously in its severity and impact-both between people and over time in the same person-and doctors need to be able to vary the fuss they make about it accordingly. A problem with management protocols is that they may activate a lot of unecessary intervention for people with mild disease. Both doctors and nurses are prone to make this mistake. When our patients do not comply with the treatment we recommend, we are apt to threaten them with the seriousness of undertreated asthma. We might be more successful if we made light of the diagnosis, thus making it easier for a patient to accept both the diagnosis and the treatment we are suggesting.
We must take the time to find out what each of our patients believes and fears about asthma and its treatment. Fears about the effects of steroids are particularly important. Only by listening to these concerns can we effectively address them. We will only persuade our patients to accept and use effective treatment if we make our management less threatening, less intrusive, and less fuss than the symptoms. This is a continuing challenge to our skills in communication and in organisation.
Conclusion
We have effective treatments for asthma at our disposal, but patients continue to suffer unacceptably high levels of morbidity. As in many other areas of medical practice we are failing to accord sufficient importance to the proper implementation of what we already know. For guidelines to be followed particular attention must be given to the promotion and justification of those management strategies in the guidelines which practising doctors find difficult to reconcile with previously held beliefs." It is also important (not least for medicolegal purposes) that guidelines are considered as guidance for the wise rather than for anyone's blind adherence. 
COPING WITH CHANGE IN GENERAL PRACTICE
Learning from experience Doctors in a three partner practice do all their own on call out of hours work in an equal rota of nights and weekends. The senior partner is aged 56. He has given vague hints that he is planning to retire at 60 but has never confirmed this. His two junior partners have been in the practice for three and four years respectively. At a partners' meeting he announces that he is proposing to give up his night work as he is finding this increasingly irksome, and has done it uninterrupted for the previous 27 years. He is proposing that the change should take effect from the beginning of the next quarter, in six weeks' time. His proposal is that the junior partners would take over his responsibility and in return would share all the income received for night visits. Much to his surprise he is met with an angry refusal. Hurt and rejected by this response, he gets angry and threatens to dissolve the partnership and the meeting breaks up in uproar.
Most practices will be able to recall similar examples of proposed change going wrong. But most can also point to changes that have been successfully implemented and found to be beneficial. Change, or the possibility of it, is with us all the time. This ranges from the major externally imposed upheavals that have been a feature of general practice over the past few years to minor adjustments within the practice. All practices, therefore, have a wealth of experience of change. Can they use these experiences to improve their management of change? According to Socrates, experience has taught our best flautists, but it has also taught our worst. Justin Allen and Andrew Wilson: Learning from the past. In Mike Pringle (ed), Change and teamwork in primary care, 1993. Available from the BMJ Bookshop, price £7.95.
